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Stroke Impact ScaleSummaryDescription: Several outcome measures are available to assess
the physical impact of stroke; however, the types of problems
experienced by stroke patients are multidimensional. The Stroke
Impact Scale (SIS) is a disease-speciﬁc, self-report questionnaire
that evaluates disability and health-related quality of life after
stroke.1 The SIS was developed in collaboration with stroke
patients, informal caregivers and experienced healthcare profes-
sionals, ensuring that all aspects of stroke that may inﬂuence
health-related quality of life were incorporated.1,2
The ﬁrst published SIS included 64 items, but Rasch Analysis
identiﬁed ﬁve redundant items that were subsequently removed,
creating the current SIS 3.0.2 The SIS 3.0 takes approximately 15 to
20 minutes to administer and requires no formal training. It
assesses self-reported impact of stroke in eight domains: strength,
memory and thinking, emotion, communication, (instrumental)
activities of daily living (ADL/IADL), mobility, hand function and
participation. In addition, a visual analogue scale ranging from 0 to
100measures general perceived recovery since the onset of stroke.
Domain scores range from 0 to 100 and are calculated using the
following equation:
Domain score ¼ Mean item score1
4
 
100
All itemswithin each domain are scored on a 1 to 5-point Likert
scale. Higher item scores indicate a lower level of difﬁcultyhttp://dx.doi.org/10.1016/j.jphys.2016.02.002
1836-9553/ 2016 Australian Physiotherapy Association. Published by Elsevier B
creativecommons.org/licenses/by-nc-nd/4.0/).experiencedwith the task, except for three items from the emotion
domain (3f, 3h and 3i). The scores for these three item scores
should be reversed (6 – item score) to compute the emotion
domain score.
Four of the domains are highly correlated (strength, hand
function, ADL/IADL and mobility) and can be aggregated to
produce a composite physical domain.1,3 Subsequently, a shorter
composite physical scale (SIS-16) was developed with minimal
loss of reliability.4
Reliability and validity: The SIS shows excellent internal
consistency with Cronbach’s a ranging from 0.80 to 0.95.1,3,5
Test-retest reliability was investigated with reported ICCs
ranging from 0.70 to 0.94. Only the SIS-Emotion showed a
lower reproducibility (ICC = 0.48 to 0.57).1,6 Excellent concur-
rent validity was reported for SIS-ADL/IADL (r = 0.64 to
0.85 with Lawton IADL; Barthel Index; Functional Independence
Measure motor; National Institutes of Health Stroke Scale;
Modiﬁed Rankin Scale; Short Form-36 (SF-36) physical func-
tioning) and the composite physical domain (r = 0.73 to
0.87 with SF-36 physical functioning, Barthel Index and Lawton
IADL).1,6 In general, all other domains have adequate concurrent
validity with established outcome measures. Furthermore, the
hand function domain suffers from a ﬂoor effect of 28 to 46% and
the communication domain suffers from a ceiling effect of 17 to
55%.1,6,7CommentaryAlthough there is some evidence for the ability of the SIS to
measure change, limited data are available on responsiveness of
the SIS.1 Further research is necessary to determine clinically
relevant change and minimal detectable change values, since
limited data are currently available from a small trial investigating
an upper extremity intervention in the chronic phase after stroke.8
It is suggested that, if a patient is unable to complete the
questionnaire (ie, cognitive problems or aphasia), the SIS can be
proxy-administered. This could be a valuable practical advantage,
since these patients are often excluded from quality of life
assessment. Patient-proxy agreement is best in the physical
domains (ICC = 0.61 to 0.83). However, proxies scored patients
as signiﬁcantly more severely affected in strength and ADL/IADL
domains compared with patients themselves.9,10 A signiﬁcant
difference was also observed for SIS-Hand function and SIS-
Mobility.9 Proxy assessment may thus be acceptable for the
physical domains but there may be systematic bias towards more
limitations in function.
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